
3. I have been asked to provide a witness statement including information on 

my career and role; the Early Intervention in Psychosis ("EIP") Service, the 

role of a community psychiatric nurse ("CPN"). within the service, risk 
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CAREER AND ROLE 

5. In 2014 I began working as a Healthcare Assistant ("HCA") at Newton House 

care home in Grantham. This was my first role in healthcare. I worked in this role 

until March 2017. After leaving Newton House, I worked 
as 

an HCA at the 

Manthorpe Centre, Lincolnshire Partnership NHS Foundation Trust, until 

December 2017. 

6. After this I began my nursing training. Between January 2018 and January 2020 

I completed an MSc Graduate Entry Nursing (Mental Health) at the University of 

Nottingham, for which I achieved a distinction. 

7. After qualifying, I began working for NHFT as a Band 5 Staff Nurse at Bracken 

House in January 2020. Bracken House is a rehabilitation unit for men and 

women between the ages of 18 and 65, and those over 65 who are already 

accessing adult mental health services. I was in this role until October 2020, 

when I became a Band 5 CPN at City East Local Mental Health Team ("LMHT"). 

8. On 11 July 2022I moved into my current role working as a CCO for Nottingham's 

EIP City South team. VC was already under the care of this team when I joined. 

By September 2022, when VC was discharged from the EIP City South team, 

was still building up my caseload and I had approximately 10 patients. I was not 

directly involved in VC's care, because Gary Carter was his CCO at the time. 

Any information I received about VC was therefore mostly through Multi-

Disciplinary Team ("MDT") meetings. 

9. Since joining the EIP, my caseload has rarely gone above 15 patients. I do not 

recall when it has done so, or how long for. My caseload has been of similar size 

to that of my colleagues. When assessing new patients, the EIP City South team 

will allocate a CCO based on caseload numbers and complexity, so that the 

workload is evenly spread among the team. Sometimes members of the team 

may have a higher case load. For example, if a CCO has patients who have 
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been hospitalised, they may have the capacity to take on additional patients in 

the. community. Generally, my experience has been that my caseload is 
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involvement. The purpose of the EIP team is set out in the EIP Operational 

Policy [NHFT0004012]. The EIP Service treats FEP patients for a maximum of 

three years. 

12. The EIP team receives referrals from GPs, the Crisis Resolution and Home 

Treatment team ("CRHT"), University Mental Health Services, inpatient settings, 

and from EIP teams in other localities. Patients are often referred to EIP after 

they have been experiencing hallucinations, feeling paranoid, or having 

delusional beliefs. 

13. Patients under the care of the EIP team will be offered regular visits with their 

CCO. In other EIP teams, CCOs are sometimes social workers or occupational 

therapists. However, in the EIP City South team all CCOs are CPNs. CCO visits 

will initially take place weekly. As a patient's treatment progresses, meetings 

may become less frequent if the patient's needs change and they no longer 

require weekly meetings. Patients also have regular reviews with a psychiatrist 

as part of their treatment. 

14. The types of treatment offered by the EIP are outlined in the EIP Operational 

Policy [NHFT0004012, pp.18-19]. Treatment can include psychosocial 

interventions (e.g. Cognitive Behavioural Therapy for psychosis ("CBTp") and 

Behavioural Family Therapy ("BFT")) and psychological therapy. The EIP 

service also prescribes medication. We have a pharmacist on our team who can 

prescribe medication, or alternatively a patient can be prescribed medication by 

their consultant. 

15. Other aspects of patient care include annual physical health checks, which are 

offered to all patients on at least an annual basis. Patients have access to 

Community Support Workers ("CSWs"), Peer Support Workers, and 

employment specialists. 
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20. If the patient who is not taking their 
medication has 

capacity, we may 

consider 
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rememberwhetherthe EIP Service had a DNA Flowchart when I joined the 
team 

in 2022, 
or if it is a more recent change in policy. 

28. 1 can however confirm that Procedure 01.09a, entitled 
`Merged Do Not Attends 

(DNA's)/Cancellations & Management of Patients ̀ Who Fail to Engage 
with 

Services or Seek to Disengage from Care in an Unplanned Way Procedure' 

[NHFT0004725], was 
in place when I joined the EIP team in 2022. This policy 

details the actions that are to be taken where a patient does not attend an 

appointment/visit. 

29. During my time within the EIP team, I have not been given any specific training 

on how to manage non-engagement by patients. 

The circumstances in which a patient might be considered unsuitable to receive 

EIP treatment 

30. As the EIP Operational Policy sets out [NHFT0004012, p.5], the EIP service is 

not appropriate for individuals: 

a. Outside the age range of 14-65. 

b. Who have severe learning disabilities with communication difficulties, 

which render them unable to benefit from the services. 

c. Who are experiencing psychotic symptoms with a confirmed organic 

cause, for example brain diseases such as Huntington's and 

Parkinson's disease, HIV or syphilis, dementia, brain tumours or 

cysts. 

d. Who have an extensive forensic or offending history and are deemed 

to be at high risk of re-offending, and would be better served by 
community forensic services. 

e. Whose psychotic symptoms clearly occur only in the context of acute 

intoxication. 
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patient to make the handover process as easy as possible. Sometimes, this will 

mean having several handover appointments. 

34. In terms of working with inpatient services, the EIP team regularly receives 

referrals from inpatient services. Patients 
already 

being treated by the EIP 
team 

may also be admitted to hospital. Where a new referral or an existing patient is 

in an inpatient setting, the patient's EIP CCO will attend ward rounds for the 

patient so that they can receive updates on their condition. The CCO will also 

prepare social circumstances reports for existing EIP patients for use in Mental 

Health Tribunals and Hospital Managers' Review Panels. 

EIP team meetings 

35. The EIP team holds MDT meetings on a weekly basis, every Thursday. They 

are attended by the whole EIP team including CCOs/CPNs, CSWs, peersupport 

workers, psychiatrists, managers, and pharmacists. Our employment specialists 

also regularly attend. Since 2022 we have introduced a carer peer support 

worker, who attends MDTs, and a member of the administrative team who 

attends to take notes. 

36. During MDT meetings the team will discuss new referrals and feedback on 

assessments of potential new patients that have been carried out by CCOs. We 

also discuss the patients on our existing caseload, in particular matters that we 

feel need to be raised with the wider team. This can include raising concerns 

about a patient's mental health or engagement. It can also include relaying 

positive feedback 
to the team after a treatment has been successful. 

37. 1 have been asked a question about a `weekly reviewnneeting, and whether this 

type of meeting is different to an MDT meeting. Since joining the EIP I do not 

recall there ever being a weekly review meeting additional to the MDT meetings. 
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My role in  about patients 

41; Since joining the EIP team, I feel that my views and knowledge of EIP patients 

have been given great weight when decisions have been made about patients. 

Where I am the patient's relevant CCO, I will have had the most frequent direct 

contact with the patient out of anyone in the EIP team. I have always felt that my 

views as a CCO/CPN are respected by responsible clinicians when they are 

taking decisions about patients. Responsible clinicians often ask for my opinion 

about changes to patients' care plans and discharge. Decisions about patients 

will also be informed by the knowledge, experience, and views of other CCOs 

and members of the team. 

42. I have always contributed to decisions about patients' medication and discharge. 

CCOs regularly discuss medication options and side effects of existing 

medications with our patients, and we share this information within MDT 

discussions. I also give opinions to the MDT about the types of medication that 

I think will benefit my patients. 

43. Discharge plans will always be discussed at MDT meetings, either at the 

patient's request or because the EIP team is.considering discharging the patient. 

I am actively involved in these discussions where I am the patient's CCO, 

offering my view on the patient's history, symptoms, risks, medication, and 

support in the community. 

RISK ASSESSMENT 

Risk Assessment by the EIP Team 

44. The EIP team continually assesses the risks posed by patients under their care 

during the course of their admission and treatment. 
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45. The main types of risks (and risk management techniques/controls) that we 
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stop using abusive behaviour towards a current or ex-partner or 

someone in their family.  The EIP team will always see aggressive 

patients in pairs, and we will arrange appointments at the team's base 

or at GP surgeries rather than carry out home visits. We have access 

to alarms in the team base that we can take to patient appointments 

to alert colleagues if we need support. We also have personal alarms 

for community visits. 

46. For all types of new risk, we will update a patient's risk assessment and add 
alerts to the patient's notes on Rio. We will make referrals to CRHT and request 

an MHAA if the patient is unwell. 

47. At the beginning of a patient's care, when the team receives a referral, we will 
consider the risks disclosed by the referrer to determine how quickly we need to 
assess the patient and whether it will be safe for the team to see the patient at 
home. 

48. During the initial EIP assessment of the patient, the assessors (usually two 
CCOs) will ask questions related to risk. We use the CHARMS (Comprehensive 
Assessment of At-Risk Mental States) template to assess risk. This is a standard 
pro-forma template which is used to give an Overall Symptom Severity Rating 
to a patient based on factors such as unusual thoughts and experiences, 

suspiciousness, and abnormal auditory and visual perceptual abnormalities. 

The types of questions we will ask a patient include whether they are having any 
thoughts about self-harm or suicide, and whether they are experiencing 

command hallucinations (i.e. auditory hallucinations instructing the patient to act 

in specific ways). 
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assessment whenever I have identified a change to their identified risks. This 
includes where I have identified any 

new risks, or where any previous risks have 

been mitigated. I 
will do this if I have had an appointment with the patient where 

it has become clear that their 
risk has changed, or I have received information 

to that effect from a third party 
involved in the patient's care. 

Training 

54. I have reviewed my diary and my training folders in 
my 

email account, and I can 
see that I have carried out the following training 

on risk assessment since joining 
the EIP: 

a. On 30 November 2023 I was given suicide prevention training 

provided by the Nottinghamshire Healthcare Suicide Prevention 

Team. 

b. On 12 June 2024 I was given training on Safetool. 

c. On 2 September 2024 I was given risk documentation and 

formulation training. This was delivered by Dr Lomas, who is a 

Consultant Psychiatrist in the CRHT team. 
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information about the suspected 
relapse 

and contain the patient's 

risk. 

61. In terms of non-engagement and medication non-concordance by patients, I 

have set out the relevant processes and steps that would be taken. above. 

62. I have been asked in what circumstances, if any, I would request a forensic 

assessment of a patient. This is not something that I have any personal 

experience doing. However, I am aware that in principle the EIP Service can 

consult with the Community Forensics Team ("CFT"), which provides 

recommendations on actions to be taken for patients presenting with a risk of 

harm towards others. We are able to discuss patients with that team and, where 

necessary, ask the CFT for their advice about referring the patient to the care of 

the CFT team. 

INFORMATION SHARING 

Sharing information with other organisations 

63. I have been asked to set out what systems were in place within the EIP team for 

sharing relevant information. 

64. NHFT's information governance team deals with any formal requests for 

information made about a patient, for example requests made by the police for 

a patient's records. Once the information governance team processes a request, 

the proposed response is then sent to the patient's CCO, who checks that there 

is no information that cannot be shared/needs to be redacted. If the requesting 

party 
is a carer, the CCO will 

ask the patient whether they give consent for the 

information to be shared, and whether there is any information that they do not 

want to be shared. 
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70. Where a patient withdraws consent to sharing information with their family, their 

capacity will always be considered. If the patient does not have capacity to make 
a decision about sharing information with their family, we will discuss their risks 
with family members where necessary. 

71. Where information about the patient and their diagnosis is shared with family 

members this will be in written format, through information leaflets, or verbally. 

Patients can also bring family members to their CCO appointments. 

Barriers to information sharing 

72. I have been asked whether there were any barriers to the sharing of information 

relating to a patient's clinical treatment and risk assessment that limited the 

effectiveness of multi-agency working. In my experience, one issue is that 

different agencies tend to use different internal systems for making notes and 

records. Within the EIP, we do not have access to platforms such as SystmOne. 

This means that we are not always aware that a patient is open to other agencies 
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information about his risk levels or his risk of violence towards others. I do not 
remember what (if anything) my understanding was of VC's insight into his 
condition. 

78. I do not recall whether I had any discussions about VC with other nurses or 
doctors. I do not remember having any conversations with Gary Carter about 
VC. I was, however, a new member of the EIP team during the final few months 
of VC's treatment by the service. I was not VC's assigned CCO, nor did I ever 
meet or interact with him. I think that it is therefore unlikely that I would have had 
any detailed discussions about VC with other members of the team. It is more 
likely that I learned about VC by listening to discussions between other members 
of the team during meetings. 

79. I do not remember having read VC's care plans and/or risk assessments before 
the MDT meetings at which his case was discussed. 

80. 1 can see from the records that on 18 August 2022 the MDT noted that VC had 
applied for access to his documentation and notes. Gary Carter updated that VC 
had not contacted him after being sent an invite to do so, and that he had not 
been supplied with medication now for several weeks. Gary Carter said that he 
would contact VC's mother for help and assistance [NHFT0000168, p.270]. I 
remember that in his request, VC provided a different address to the address 
we had on file. 

81. On 22 September 2022, I can see from VC's records that the MDT discussed 
VC's case again. At this meeting, the MDT decided to discharge him back to his 

•GP for non-engagement. The records state that this was because no contact 
had been made with VC for a period of time, despite attempts to make contact 
and having done cold calls [NHFT0000168, p.271]. 
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the police for updates 
and to share information 

about VC. The warrant would 

have been considered in the discharge discussion. 

87.1 do not remember having any conversations about VC outside of MDT 

meetings, nor do I remember the dates of any other MDTs at which his case 

was discussed. I do however think that it is likely that VC's case was discussed 

at meetings other than the 18 
August, 31 August and 22 September meetings. 

My recollection is that in the weeks leading up to VC's discharge there were 

discussions about his case, and the possibility of discharge due to non-

engagement, at MDT meetings. 

88. I have not given any interviews or otherwise made any public comments about 

VC's actions or the matters-under investigation by the Inquiry. 

RELATED EXPERIENCE 

89. To my knowledge, I have never been involved in the care of any other mental 

health patient who, following discharge or when in the community, killed or 

seriously injured a member of the public. 

REFLECTIONS 

90. I would like to express my sympathy for those affected by VC's actions on 13 

June 2023 and offer my condolences to the families of Ian Coates, Barnaby 

Webber, and Grace O'Malley Kumar. 

91.1 did not ever meet or interact with VC, but when I learned about his attacks I 

was surprised. I know that his actions affected the members of the EIP City 
South team who had worked directly with him. 

92. My practice has changed as a consequence of VC's attacks. The EIP City South 

team has changed the way it works, for example through the introduction of the 
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96. I 
am 

aware that NHFT's Level 2 Investigation stated that too much emphasis 

was placed on complying with VC's priorities for his education in the provision of 

his care. I have been asked whether I consider that there was a reluctance within 

the EIP team to use diagnostic labels and/or restrictive practices because of the 

potential adverse impact_on VC's long-term prospects and his ability to finish his 

degree. I do not recall any discussions in which VC's treatment was guided by 

a reluctance to take steps that might have a negative impact on his education. 

97. At EIP City South we work with students regularly, because our catchment area 

includes both Nottingham universities. We are experienced in diagnosing 

students with FEP. We support students throughout their studies, helping them 

to remain at university (where possible), and we apply least restrictive principle. 

However, we do use more restrictive practices where we consider that this is 

required either for the safety of the patient or the safety of others. We work 

alongside universities to help students to return to their studies after treatment. 

We liaise with the mental health advisory services to support this. 

98. 1 have been asked whether I was aware of concerns about the disproportionate 

overuse of MHA restrictive measures with Black African and Black Caribbean 

patients, publicised in the context of reforms to the MHA. I am aware of these 

concerns. However, in my experience the EIP City South team has never 

discussed avoiding restrictive practices based on race. 

99. I am aware that each of the existing investigations into VC's care has provided 

areas of learning both for the EIP team, and for other mental health services. 

Overall, I think that this was a highly complex situation in which a patient (VC) 

had repeated contact with mental health services (inpatient and community), 

police, and higher education bodies. Each of those services had their own 

processes, data systems, and procedures to follow. Those processes did not 

always align, and communication between services was not always as effective 

as it could have been. VC's attacks have therefore highlighted the gaps that exist 

within and between the different services that were involved in his care. 
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MDT meetings have made the team more efficient at documenting and 
discussing patient risk. 

104. As I have indicated above, in my view the response to VC's attacks 
has 

demonstrated a general lack of knowledge and understanding of psychosis 
within the general public, and continued stigma surrounding mental illness. I 
think that better education on serious mental illness may help reduce this stigma 
and encourage more people to seek help. 

105. In terms of improvements that could be made locally and nationally to 
multi-agency working to increase effectiveness and prevent similar outcomes 

in 

the future, I think that better communication between services would enable 
those of us working within them to have a better understanding of'a patient's life 
and circumstances. This will ensure that better and more informed decisions are 
made. For example, the EIP City South team was not aware of VC's bench 
warrant, and nor was the Magistrates' Court aware that we were considering 
discharging VC at the time the warrant was issued. Additionally, mental health 
services use different record-keeping systems in different localities. If VC had 
come into contact with services in a different county, they would not have had 
access to his notes on Rio unless VC shared that information voluntarily. 

Statement of Truth 

I believe the content of this statement to be true. I understand that proceedings may 
be brought against anyone who makes, or causes to be made, a false statement in 
a document verified by a statement of truth without an honest belief of its truth. 

signed:
; GRO-B 

Dated: 7 / 1 / 2 
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